INTRODUCTION
Comorbidity is known to occur in various psychiatric disorders. There is comorbidity between Bipolar Disorder (BD) and Obsessive Compulsive Disorder (OCD), but relatively few systematic data exist on the clinical characteristics of this interface and the treatment (1) .
Most reports evaluated the OCD comorbidity in unipolar and bipolar mood disorders. Perugi et al. showed in a consecutive series of 315 OCD outpatients, that 15.7% presented a bipolar comorbidity, mostly with BP-II disorder. Recent studies reported that lifetime prevalence of OCD and BD comorbidity was 12.4%. Further analyses suggested that when comorbidity occurs with OCD and bipolar or unipolar depression, it has a differential impact on the clinical picture and course of OCD (2) . In addition, another study emphasized BD and OCD comorbidity creates difficulties in the treatment (3).
Here we report three female cases of BD who has had accompaniying OCD. We used Yale-Brown Obsessive Com- 
CLINICAL REPORT CASE 1
She has been a 30 year-old, house wife, married, with one child. She has lived in city with her family. She has had bipolar disorder for about 10 years and obsessive thoughts for about 6 years. She became uncomfortable about her obsessive thoughts and compulsive movements during last year. She has been suffering from contamination obsessive thoughts and washing her hands by means of compulsive movements. She has had positive family history for BD. BD has began with a severe manic episode with psychotic features. She has had no suicide attempts. Her first medical treatment included 1000 mg valproic acid, risperidone 3 mg, chlorpromazine 100 mg and biperiden 2 mg per day. She has had only 3 manic attacks over 10 years. She has had no depressive attacks so far. We started clomipramine 150 mg/day to her. She has taken clomipramine for 7 months and there has been nomanic shift.
CASE 2
She has been a 41 year-old, housewife, never married. 
CASE 3
She has been a 27 year-old, single, employed female, who has been living with her brother in the city. She has had bipo- In a recent study emphasized that BD is one edge and the other edge is affective temperament (12) . In affective temperament and BD association has manic shift in antidepressant effect (13) . Manic switches were more frequent among bipolar patients with hyperthymic temperament. A study, which investigated the causes of manic shift showed that hyperthymic temperament had the most risk. BD clinical implication, courses, comorbid disorder investigation denote that hyperthymic group has more shift and cyclothymic group has more comorbid disorders. These findings suggest that manic shift is not only be caused with drug uses, but also with preseence of structural sides (14) .
In our cases we started mood stabilizers before antidepressant treatment. We used clomipramine and fluvoxamine in our cases and we have not observed any antidepressant induced mania. Mood switching rate under anti-OCD drugs was equivalent in both OCD populations.
In recent study, 85% of patients with bipolar or major depressive disorder showed complete or partial improvement after treatment with varying doses of risperidone in terms of decreases in agitation, psychosis, sleep disturbance, and rapid cycling. All patients with refractory OCD showed significant symptomatic improvement after the addition of risperidone (15) . We used risperidone for psychotic symptoms and we had observed decreases agitation and sleep disturbance.
Bipolar OCD patients had a significantly higher rate of sexual and religious obsessions and a significantly lower rate of checking rituals (15, 16) . In our cases, patients had obsessions of contamination and pathological doubts along with cleaning rituals and spitting rituals. OCD-bipolar patients showed a more episodic course with a greater number of concurrent major depressive episodes (17, 18) . One of our cases had no depressive episode, one of them had mixed and manic episodes, and the other one had manic and depressive episodes. There were no statistically significant differences between BD-OCD and BD without OCD groups in terms of age, sex, education, marital status, polarity, age of BD onset, presence of psychotic symptoms, presence of rapid cycling, history of suicide attempts, first episode type, and predominant episode type (19) . We observed our cases had psychotic symptoms, first episode type was mania, they had no suicide attempts. Future studies that examine the relationship between OCD and BD using a longitudinal design may be helpful in improving our understanding of the mechanisms of this association and treatment.
